BOTH these patients were young women and their case histories present certain features which may have a bearing on the atiology, treatment and post-operative complications of this distressing condition.
The whole of the hernial sac was removed from above; the colon was drawn up and anchored to the side wall of the pelvis by interrupted silk sutures; a raw surface was thus left between the colon and vagina anteriorly and the sacrum posteriorly. The peritoneal floor was reformed at a high level and ventro-fixation of the uterus carried out. Since that date she has had no more rectal prolapse and her control is good. Her urinary incontinence improved a great deal after her second operation and she now only gets trouble if she coughs or sneezes. Case II.-Woman aged 29, admitted in 1953.
In 1947 a very large ependymoma of the cauda equina had been excised by Mr. D. W. C. Northfield; it weighed 45 grammes. Since that date she had suffered from continuous urinary incontinence but this had been greatly relieved by repeated endoscopic resections of the bladder neck carried out by Professor V. W. Dix.
For the past year she had complained of increasing rectal prolapse. On examination she was in a miserable state; mentally very depressed by her long illness and by the presence of a huge prolapse. There were signs of gross lesions to her sacral nerves with absent ankle-jerks; saddle anesthesia and very poor sphincteric tone.
Over the sacrum was a scar representing the site of a large trophic ulcer which had been excised.
For the past few months she had not gone out because of her prolapse and she was in every way a more serious problem than the first girl.
11.2.53: Lithotomy Trendelenburg position. Laparotomy showed a deep hernial sac between the rectum and vagina. The rectum and pelvic colon were completely mobilized and the hernial sac was excised. The mobilized bowel was then drawn out through the anus and a rectosigmoidectomy performed by my senior registrar Mr. D. V. Evans. About 2 ft. of bowel was removed. The peritoneal floor was repaired from above and a ventro-fixation carried out.
19.2.53: There was a sudden severe secondary hoemorrhage from the suture line; this was treated by irrigation and a temporary transverse colostomy. 25.3.53: The colostomy was closed.
Since that date she has remained well; her mental state has returned to normal and she is able to lead an ordinary life. It is, of course, too soon to be able to claim any permanent success from this operation but the immediate results are gratifying.
Comment.-In both these cases it seems probable that the prolapse was due to a partial paresis of the levator ani muscle following an operation on the cauda equina which produced, in both women, a partial lesion of the sacral plexus.
Similar prolapses are occasionally met with in young women with spina bifida occulta, when concurrent uterine prolapse may also be present.
It was difficult at operation to define the middle portion of the levator ani but one could establish that the condition was a large sliding hernia between the rectum and vagina. The findings at the second operation on Case I show clearly the reason for the high recurrence rate following perineal rectosigmoidectomy; only the lower part of the large hernial sac is usually removed so that further prolapse is often inevitable despite strengthening of the levator muscles from below.
A combined abdominoperineal rectosigmoidectomy, although a formidable procedure, seems to be well tolerated even by elderly patients and this operation appears, at present, to offer the best chance of a cure, as in addition to the removal of all the excess bowel, the hernial sac is excised and the pelvic floor strengthened.
In these young women no attempt was made to reinforce the levator muscles from below although this is usually done in older patients.
Thorough removal of the sac and complete mobilization of the bowel leaves raw areas in front and behind the colon and the resulting fibrous adhesions at these sites are probably important factors in the prevention of a recurrence.
Unabsorbable sutures between the colon and the side wall of the pelvis are valuable for a time as they help to anchor the bowel until adhesions have formed; it is doubtful if they in themselves are of any permanent value. Ventrofixation of the uterus is useful since it helps to hold up the posterior vaginal wall and through it the anterior part of the adherent rectum.
Both the cases quoted above had severe secondary hemorrhage from their suture lines which in Case I might well have proved fatal. It is curious that this complication should have arisen since I have not met with it in anterior resections for carcinoma. Table I gives the results to date of 10 cases of complete prolapse treated by surgery; 5 have had combined rectosigmoidectomy, the longest follow-up is two years and there have been no recurrences. 7 had intra-abdominal repair only, without excision of the redundant bowel; the longest follow-up is five years, 2 have recurred and required further operation. Both perineal operations relapsed. C.R.S., Combined rectosigmoidectomy plus abdominal repair. These results make me believe that combined rectosigmoidectomy with repair of the perineum from below and excision of the hernial sac from above offers the best chance of a cure in severe cases. In elderly women who are unfit for major surgery pararectal injection of about 200 c.c. of sterile castor oil combined with a Thiersch's operation often gives great relief and is well worth a trial. OPiNION regarding the wisdom of sphincter-saving operations for carcinoma of the rectum and rectosigmoid is still crystallizing, and, although receiving increasing pathological support, may be judged to have had a severe set-back by the high incidence reported of local implant at or about the suture line. However, the recent resurgence of interest both in this country and the U.S.A. in such operations for carcinoma has led to wider familiarity and to increasing application for nonmalignant conditions, especially diverticulitis of the lower sigmoid. Especially is this the case where complications have occurred such as pericolitis and cicatricial narrowing, the so-called Graser's tumour. Other non-specific granulomata and endometriosis are likewise amenable to such treatment. I believe that anterior abdominal resection is the operation of choice where conservation of the sphincter is aimed at, and is preferable to "pull-through" operations or abdomino-sacral resection, the chief objection to these methods being the high incidence of lowered rectal sensibility which, follows them.
In addition to the fear of local implant in cases of anterior resection for malignant disease, there is. the added risk of stricture and fistula formation irrespective of the pathology for which the operation is undertaken, together with the possibility of local or general peritonitis and local pelvic cellulitis. I maintain that careful attention to technical detail can minimise the complications, the aim being to procure healing at the suture line by what is virtually first intention.
